seen in the upper outer quadrant of left breast measuring 7 9 8 cm, mobile, hard in consistency, non-tender, not associated with any nipple discharge. Skin, areola and nipple were unremarkable. No axillary lymph nodes were palpable. There was no history of breast cancer in her family.
On high-resolution sonography of both breasts, a welldefined complex cystic focus measuring 49 9 39 9 48 mm was seen in the left breast outer upper quadrant (1-3 ''O'' clock position) with peripheral vascularity. There were intraluminal echoes with vascularity. No other focal lesions were seen and there was no axillary lymphadenopathy ( Fig. 1) .
Fine-needle aspiration cytology showed ductal cells in loosely cohesive clusters showing nuclear pleomorphism, nuclear overlapping, coarse chromatin and conspicuous nucleoli with increased mitosis in cells with atypical mitotic figures. The background showed hemorrhage and chronic inflammatory cell infiltrate along with cyst macrophages. Impression was a high-grade infiltrating carcinoma.
Ultrasound-guided core biopsy from left breast mass was consistent with invasive ductal carcinoma grade 3 admixed with dense inflammation. Immunohistochemistry revealed the tumor to be estrogen receptor(ER)-negative, progesterone receptor (PgR)-positive, Her-2/neu-negative.
Ultrasound scan of the abdomen and pelvis was done to rule out metastasis.
Decision for neoadjuvant chemotherapy was taken; psycho-oncology counseling was done, and systemic chemotherapy was started on the 27th week of gestation with adriamycin 90 mg ? cyclophosphamide 900 mg along with adequate intravenous hydration and supportive care. Total of three cycles of chemotherapy 3 weeks apart were given.
Antepartum Monitoring
Once the chemotherapy was started, weekly CBC was done to monitor anemia and leukopenia.
Prior to each chemotherapy, CBC, serum Creatinine and liver enzymes were repeated. Fetal growth was monitored biweekly, and there was no fetal growth restriction. Patient tolerated chemotherapy well. Few episodes of loose stools were managed with probiotics and antibiotics. Her blood sugars and blood pressure were found to be normal throughout the pregnancy. Antenatal corticosteroids to prevent neonatal morbidity in the event of a preterm delivery were administered at 30-week gestation, prior to the second course of chemotherapy.
Labor Management
Patient presented 2 weeks following the third cycle of chemotherapy with leaking per vaginum at 37-week gestation and in early labor. At admission, her Hb was 8.7 g/dl, total WBC count (TC) was 1800 cumm and platelets were 3,60,000. Her coagulation profile was normal. Admission CTG was reassuring. Option of trial of labor was refused by the patient. Decision for an emergency cesarean section was taken after explaining the risks of surgery and postsurgical infection. Inj Granulocyte-colony stimulating factor (G-CSF) 300 mcg was given subcutaneously prior to the surgery. Under broad-spectrum antibiotic cover with ceftriaxone, tazobactum and metronidazole, cesarean section under spinal anesthesia was performed, and a live female baby of 2.8 kg with good APGAR was delivered. Intraoperative period was uneventful. Patient was kept in isolation with strict aseptic measures postoperatively. Lactation suppression with cabergoline was given due to recent exposure to chemotherapeutic drugs and the possibility of bone marrow suppression in the baby. She received a packed cell transfusion and the second injection of G-CSF on the first postoperative day. Her TC on the third postoperative day was 6270 cumm, and Hb was 8.3 g/dl. There was no wound infection, and patient was discharged with advice to continue oral antibiotics for 5 days, hematinics, multivitamins and analgesics. Patient was reviewed after a week, and CBC was in the normal range. Patient is due for mastectomy in 3 weeks time from the time of discharge.
Discussion
Breast cancer is the most common cancer, accounting for 2.5-32% of all female cancers in India, and has replaced carcinoma cervix as the leading cause of cancer [1] . Its incidence in younger age groups is on the rise and it is one of the most common cancers during pregnancy along with melanoma and cervical cancer. Pregnancy-associated breast cancer (PABC) defined as breast cancer occurring during pregnancy or within first year after delivery is relatively rare with an incidence of 1 in 3000 [2] . The diagnosis is almost always delayed because of gestational physiological alterations in breast and occurrence at younger age. A delay of one month in diagnosis translates into a 0.9% increase in the odds of lymph node metastasis [3] . The option of termination of pregnancy should be discussed when carcinoma of breast is diagnosed in the first trimester. However, The National Comprehensive Cancer Network guideline does not recommend medical abortion for pregnancy-associated breast cancer, especially for women with early breast cancer [4] . The European society for medical oncology also considers that as evidence about any difference in prognosis between pregnant and nonpregnant women with breast cancer is lacking, it does not recommend pregnancy termination in that setting, regardless of the ER status of the tumor [5] . During the second and third trimesters, breast cancer is managed with mastectomy followed by chemotherapy. Anthracyclines and cyclophosphamides can be given safely; data on the use of taxanes are limited [6] . Neoadjuvant chemotherapy before surgery to allow tumor downstaging and to facilitate surgery is another alternative. For low-risk tumors, mastectomy will suffice as there is no indication for chemotherapy. Radiotherapy, targeted therapies and endocrine treatments are deferred till after delivery [7] .
Effect of Pregnancy on the Disease
Pregnancy itself does not appear to worsen the prognosis for breast cancer in women diagnosed during pregnancy compared with non-pregnant controls matched for age and stage.
However, as pregnancy-associated breast cancer occurs in a younger population with a higher risk of metastasis, high-grade tumors and estrogen receptor-negative tumors, these women are expected to have an inferior prognosis [8] .
Effect of the Disease on Pregnancy
Breast cancer does not alter the progression of pregnancy or the mode of delivery. If early delivery is necessary for maternal indication, consideration of corticosteroids for fetal lung maturation is appropriate. Birth should be planned more than 2-3 weeks after the last chemotherapy session to allow maternal bone marrow recovery and to minimize problems associated with neutropenia.
The ability to breastfeed depends on the surgery and whether the major ducts have been excised.
Breastfeeding while on chemotherapy is not advised, as the drugs cross into breast milk and may cause neonatal leucopenia with an increased risk of infection. There should be a gap of 14 days or more from the last chemotherapy session to the start of breastfeeding to allow drug clearance from breast milk.
Conclusion
Although pregnancy is not considered as the ideal time for breast examination, any lump diagnosed for the first time in pregnancy needs immediate attention. Sonomammogram with FNAC/biopsy with immunohistochemistry is important to clinch the diagnosis. A multidisciplinary approach, broad-spectrum antibiotics and use of G-CSF to improve the WBC count helped us manage the delivery and the postoperative period uneventfully.
